IntroductIon
The Southern United States has among the most pronounced racial disparities in HIV infection in the country accounting for 51% of HIV infections reported in 2015 and 52% of new AIDS diagnoses. 1 Mississippi has some of the most pronounced racial disparities in HIV infection in the country: African Americans comprised 37% of the general population but represented 80% of the new HIV cases in 2015. 2 A recent report by Centers for Disease Control and Prevention (CDC) ranked Mississippi sixth for rates of new HIV diagnoses. Mississippi has among the highest rates of AIDS-related mortality in the nation. 3 In fact, Jackson, Mississippi has the sixth highest rate of people living with HIV (PLWH) among metropolitan areas in the United States. 2 Many individuals in Mississippi are diagnosed concurrently with HIV and AIDS, suggesting most are testing late in the course of their HIV disease. More than 50% of HIV positive individuals in Mississippi are not in care. 4 The HIV Care Continuum is a public health framework that outlines the steps of HIV medical care. 5 This continuum includes HIV diagnosis, linkage to care, beginning antiretroviral therapy, retention in care, and ultimately achieving virological suppression, or an undetectable level of HIV in the body. Individuals with suppressed viral RNA have longer life expectancies and are less likely to transmit HIV to others. 6 It is estimated that only 30% of PLWH have suppressed HIV viral loads. Improving outcomes along the HIV
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Methods

Study Design
In April 2016, we convened four focus groups with 19 African American clergy members from Mississippi. Professionally trained African American moderators facilitated each focus group. Eligibility criteria for participation included being aged >18 years and identifying as an African American clergy member of an African American church in Mississippi.
We employed a focus group guide that was informed by our 10 years of experience working with this population, the existing scientific literature on this topic, and by key informant interviews with 40 African American clergy members from Mississippi.
Purposeful and snowball sampling methods were used to recruit focus group participants. We used mailing lists of denominational organizations, personal relationships, and clergy member organizations to recruit participants. We also used flyers, telephone calls, emails, face-to-face visits to churches and community-based venues, listserv messages, and meetings at church conventions to recruit participants. We developed a targeted list of African American clergy who identified other potential recruits. The Miriam Hospital (Providence, RI) Institutional Review Board approved the study protocol. Participants provided written informed consent and received $50 for participation.
Participants in the focus groups were asked whether the church had health and/or HIV/AIDS ministries. Information solicited from the focus groups also included: clergy knowledge about the Mississippi HIV epidemic; knowledge about HIV transmission; willingness to incorporate HIV programs into local health ministries; and potential barriers to engaging congregations in efforts to reduce HIV transmission and improve HIV-related health outcomes. We also explored the clergy members' personal understandings, beliefs and perspectives about the HIV Care Continuum, including: HIV testing, diagnosis; linkage to care; adherence to HIV medication; retention in care; and virological suppression. In addition, to ensure the development of a culturally appropriate focus group guide and study protocol, we conducted 40 key informant interviews with African American clergy from Mississippi. involved in public health interventions and research programs, including those related to nutrition, cancer prevention, smoking cessation, and stroke prevention, [10] [11] [12] [13] [14] [15] [16] [17] [18] but the public health response to the HIV/AIDS epidemic has been lacking. Many factors influence participation of faith leaders in HIV/AIDS programs, including stigma, homophobia, lim-
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Data Collection and Analysis
Data collection and analysis were iterative and guided by grounded theory. 26, 27 Each focus group lasted approximately 90 minutes. The focus group discussions were digitally recorded and professionally transcribed. All transcripts were deidentified and verified for accuracy.
Data were analyzed using Dedoose, a qualitative software program. Transcripts were initially read to identify emerging codes and themes using an open coding scheme. Trained research assistants coded data using the finalized coding scheme, and coding was checked to ensure reliability and validity by the principal investigator (PI). Discrepancies were then resolved among the data coders and the PI.
results
Fifteen of the clergy members were senior pastors, and four were associate pastors. Most participants were male (16) and from the Jackson metropolitan area (17) ( Table  1) . Four associate pastors oversaw children's or social justice ministry within larger churches. The majority of participants represented non-denominational congregations (8), followed by Baptist (6). The average age of participants was 49 years old. Many participants noted that their churches had health ministries. Three participants reported never having addressed HIV with their congregations.
Several important themes emerged. First, clergy noted pervasive stigma associated with HIV/ AIDS. Second, clergy believed they had "a moral imperative" to address challenges with enhancing outcomes in the HIV care continuum, such as promoting HIV awareness, HIV testing and treatment. Many clergy noted that they believed in leading by example when promoting HIV testing. Clergy also provided suggestions for strategies to normalize conversations about HIV testing and treatment. Clergy were willing to assist with and promote linking and retaining HIV positive individuals in care but knew little about how treatment can enhance prevention. Clergy underscored the importance of building coalitions to promote collective response to the epidemic. Additionally, many participants also knew little about the newest one-pill, once-a-day HIV treatments. Clergy also knew little about technologies that can reduce HIV transmission risks, including pre-exposure prophylaxis (PrEP), male circumcision and vaginal microbicides.
Pervasive Stigma in the Deep South
Retention in Care Efforts
When asked about how to enhance efforts to retain their congregants in HIV care to help patients 
Feasibility of Addressing the HIV Care Continuum in Faith Settings
Overall, clergy agreed that promoting HIV screening, treatment Although many clergy members and church leaders felt willing to engage in conversations about HIV prevention, testing, treatment, and care with their congregation, they also believed that coalitions were important for collective action in the response to HIV/AIDS, and to help fight stigma. Several clergy members noted they had already recruited other clergy to the movement; one pastor noted:
We must use the most influential among us to address HIV in Mississippi. 
dIscussIon
To our knowledge, our study is among the first to examine how African American churches might enhance outcomes in the HIV care continuum, including HIV diagnosis, retention in HIV care, and ultimately HIV virological suppression. Clergy acknowledged the pervasive stigma associated with living with HIV in Mississippi, and nearly all endorsed a moral imperative for clergy to respond to the HIV/ AIDS epidemic in the Deep South. Many clergy were also willing to lead by example, including promoting HIV screening from the pulpit.
Most clergy understood the importance of HIV treatment for enhancing clinical outcomes. Several knew about the positive spillover effects of suppressing viral RNA on the broader health of the community. However, clergy were generally less knowledgeable about "treatment as prevention" and new treatment regimens than about HIV screening. However, most clergy were willing to partner with clinical organizations and other nonprofit organizations to enhance HIV
Our findings highlight the important public health opportunities for engaging clergy in HIV prevention.
screening, treatment, and care. Clergy were also eager to learn about biomedical interventions such as PrEP. Some clergy believed that partnering church health ministries with patient navigators and HIV/AIDS service agencies could help improve the HIV care continuum. These collaborations could both provide clergy with more guidance in developing HIV testing, treatment and linkage to care programs in their own churches and also provide support services to help refer members of their congregations to relevant clinical services.
Our findings highlight the important public health opportunities for engaging clergy in HIV prevention. Clergy suggested expanding Clergy Perspectives on HIV Care Continuum -Nunn et al HIV screening efforts and were willing to work collectively and with coalitions to help raise awareness about the importance and gravity of the HIV epidemic in the Deep South. However, knowledge about new HIV prevention modalities such as PrEP and "treatment as prevention" was quite limited. Because clergy were willing and committed to working both in their own congregations and as coalitions, new programs and research about these issues may be important. Taken together, our findings suggest that partnering with African American clergy to enhance the HIV care continuum is feasible and timely. Current efforts to promote HIV screening could be enhanced by educational programs about the importance of "treatment as prevention" and promoting knowledge and awareness about PrEP.
Our results support findings from other studies that demonstrated the important role African American churches can play in advancing HIV awareness and encouraging engagement in HIV testing, linkage to care and treatment. [21] [22] [23] [24] [25] 28 Many clergy members in this study noted that HIV stigma was a barrier to successfully implementing HIV related programs in their churches-a challenge that is well documented in the literature. 25, [29] [30] [31] As cited elsewhere, 32 clergy in this study were aware of their potential positive social influence regarding HIV screening, prevention and care.
Williams, Palar, and DeRose conducted a review of the existing research on HIV programs in religious settings and found that stigma could be overcome by tailoring HIV programs to incorporate church doctrine and by launching educational campaigns. 31 Other research has found that using many distinct types of communication (eg, educational fliers, one-on-one discussion), stressing the importance of protecting the well-being of congregants while also reducing stigma, and showing love and compassion toward those affected by HIV, can also be effective strategies to eliminate stigma. 33 In this study, clergy reported using two distinct strategies to increase awareness related to HIV testing, linkage to care and treatment: 1) leading by example and publicly engaging in routine HIV testing; and 2) normalizing HIV by incorporating HIV messaging into regular conversations with congregants. However, many clergy members understood that some of their parishioners might not be ready to willingly accept HIV-positive individuals into their church. Many church leaders felt it was important to balance progressing the discourse around HIV/AIDS with the realities of discrimination and stigma their congregants may face upon disclosing their HIV status. Our findings therefore also support the need to tailor communication and stigma reduction strategies to each congregation; tailoring programs with input from church leadership also promotes each leader's investment in church programs.
Study Limitations
This study is subject to several limitations. Data were collected among a small number of African American clergy members in the Deep South. The overwhelming majority of participants were male, and the findings may not be generalizable to all African American clergy or to clergy in the South. Moreover, clergy's belief may not reflect their congregations' understanding of the issues presented here.
conclusIons
Our findings suggest that African American clergy members in the Deep South may be very willing to promote HIV testing, linkage to care and treatment with their congregants. Nearly all clergy agreed that there is a moral imperative for clergy and churches to take action to enhance outcomes in the HIV care continuum. While most clergy understood how HIV is transmitted and were willing to promote and help normalize HIV screening, few clergy understood the importance of "treatment as prevention" or knew about pre-exposure prophylaxis (PrEP). This suggests there is indeed tremendous public health opportunity to engage African American clergy in the Deep South in efforts to enhance the broader HIV care continuum; this could help mitigate the South's alarming racial disparities in HIV infection. 
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